Endoscopic retrograde cholangiopancreatography (ERCP) in patients with surgically altered upper gastrointestinal anatomy such as Roux-en-Y anastomosis is challenging [1] . The use of double-balloon endoscopy (DBE) for ERCP in patients with surgically altered anatomy has been shown to be safe and feasible [2 -4] . Here we present the concept of DBE -ERCP rendezvous technique with combined endoscopic-percutaneous placement of biliary stents in two patients. A 22-year-old woman with autoimmune hepatitis, who had undergone two previous liver transplantations with Rouxen-Y hepaticojejunostomy, presented with bile duct strictures. A percutaneous transhepatic drain (PCTD) had been placed to relieve the bile duct strictures but she had persistent, severe abdominal pain at the site of the PCTD. Thus, she was referred to us for DBE-assisted ERCP to attempt internalization of the biliary drainage. The DBE was advanced to the afferent limb where two percutaneous transhepatic cholangiography stents were seen exiting the hepaticojejunostomy. Due to massive looping of the endoscope it was impossible to advance any stents through the scope. Thus it was decided to place the endoscopic stents from outside, i. e., through the skin. Two wires with floppy ends were advanced percutaneously into the jejunum across the hepaticojejunostomy (• " Fig. 1 ). The external/internal stents were then removed over the wires and two 10-Fr, 7-cm long plastic stents (Cook, Winston-Salem, North Carolina, USA) were inserted over the wire (• " Fig. 2) . The patient had an uneventful recovery. A 75-year-old man with a history of pancreatic cancer who had undergone a Whipple procedure 5 years previously was admitted because of jaundice and a recurrent pancreatic cancer at the hepaticojejunostomy. A PCTD had been placed to relieve the obstruction. He was referred for DBE-ERCP to attempt internalization of the biliary drainage. Due to the presence of many adhesions and the looped scope position it was not possible to place internal stents. The wire was kept tight inside the jejunum with biopsy forceps (• " Fig. 3) , while an endoscopic 8-mm diameter, 60-mm long, self-expanding metal stent (Boston Scientific, Natick, Massachusetts, USA) was placed percutaneously under endoscopic and radiologic control (• " Fig. 4) . Balloon-assisted enteroscopy-ERCP is now an accepted interventional modality in patients with complex postsurgical Fig. 1 A 0 .035-inch guide wire with tungsten-coated end being advanced percutaneously into the jejunum across a hepaticojejunostomy stricture in a 22-year-old woman with autoimmune hepatitis and history of two liver transplantations with Roux-en-Y hepaticojejunostomy. anatomy [2 -4] . However, the passage of dilating balloons, and larger-diameter plastic and metal stents, is limited by the size of the working channel of the enteroscope. In addition, when the scope is torqued and looped, even the passage of smaller-caliber accessories may be impos-sible. If the patient has a percutaneous biliary drainage tube, the DBE-ERCP rendezvous technique presented herein can result in successful placement of largerdiameter plastic and self-expanding metal stents. Endoscopy_UCTN_Code_TTT_1AR_2AB Fig. 3 Wire held in place with a biopsy forceps and advanced through the enteroscope in a 75-year-old man with history of pancreatic cancer, Whipple procedure, jaundice and a recurrent pancreatic cancer at the hepaticojejunostomy. Fig. 4 A self-expandable metal stent advanced from the skin and placed under endoscopic and fluoroscopic control.
